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Symptomatic varicose veins are one of the commonest
benign conditions encountered in surgical practice.
The incidence of varicose vein symptoms in the
community has been estimated as being between 18
and 40% of the population.1,2 The spectrum of disease
is quite variable from that of cosmetic minor varicos-
ities to that of ‘venous ropes’ of the serpiginous
variety.
Similarly thrombophlebitis is often considered to be
a benign condition and is treated with non-steriodal
anti-inflammatories on an outpatient basis. Though
the association between thrombophlebitis migrans
and malignancy was described over 150 years ago by
Trousseau in relation to gastric malignancy, this was
not classically described in the presence of prominent
varicose veins.3 We report two cases of extensive
bilateral lower limb venous varicosities presenting
with thrombophlebitis and subsequently found to
have an underlying occult malignancy. We discuss
whether patients presenting with lower limb venous
insufficiency and a history of thrombophlebitis should
be screened for an occult gastrointestinal malignancy.
Case 1
A 61-year-old female presented with bilateral varicose
veins that had been obvious for many years. She had
previously undergone right-sided varicose vein sur-
gery but there had been a subsequent recurrence.
Six to eight weeks prior to her referral she had
thrombophlebitis affecting the veins of her left calf
and thigh and also the right ankle. This had been
successfully treated by non-steroidal anti-inflamma-
tory agents. Her past history and family history were
unremarkable. On clinical assessment she had exten-
sive bilateral varicose veins with scars of previous
right-sided varicose vein surgery. The abdominal
examination was normal. In view of the history of
bilateral thrombophlebitis an abdominal ultrasound
was performed. This demonstrated a mass in the body
of the pancreas and multiple hypoechoic hepatic
lesions, in keeping with metastases. A fine needle
biopsy of the pancreatic lesion confirmed a primary
pancreatic adenocarcinoma. The patient was managed
non-operatively.
Case 2
A 62-year-old male presented following an episode of
left calf thrombophlebitis. On assessment he had gross
bilateral varicose veins. There was bilateral sapheno-
femoral junction and long saphenous vein incompe-
tence combined with large clusters of calf varicosities.
His past history and family history were unremark-
able. He underwent left sided varicose vein surgery
(saphenofemoral junction ligation and distal varicosity
stripping and avulsions). He was scheduled for right-
sided varicose vein surgery, however, developed right-
sided thrombophlebitis. An abdominal ultrasound
demonstrated that he had a left renal tumour. He
underwent a curative nephrectomy for a renal cell
carcinoma. He remains well 3 years later.
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Discussion
The incidence of primary varicose veins in the
population has been assessed by several large epide-
miological studies. A two year incidence of 51.9/1000
of the general population indicates the socioeconomic
and clinical logistical problem facing the surgeon in
treating this non-malignant but often debilitating
venous disorder.4 It remains therefore difficult to
identify those specific patients that may have an occult
malignancy coincident with their common-place
benign venous insufficiency. The incidence of super-
ficial thrombophlebitis within the normal population
has been reported as being that of 5% of cases,5
however, these studies do not discriminate between
unilateral and bilateral presentations. Finally though
the association between thrombophlebitis an under-
lying malignancy was described over a century ago
the true incidence of neoplasia and superficial throm-
bophlebitis is unclear. This has been estimated as
representing 6–10% of cases.6,7 In this report the
patients presented with extensive bilateral lower limb
superficial varicosities and associated bilateral lower
limb superficial thrombophlebitis. These patients had
an underlying occult malignancy detected on sub-
sequent screening.
Cancer is a prothrombotic state and studies of
patients with established malignancy have confirmed
an increased incidence of thrombotic disease. Deep
venous thrombosis, pulmonary embolic disease and
thrombophlebitis comprise part of a spectrum of
venous thromboembolic disease evident in 7.8% of
solid tumour cancer patients.8 Superficial thromboph-
lebitis alone occurs in 10% of these cases and has been
described throughout the body from breast (Mondor’s
disease) to that of the limbs (Trousseau’s migratory
thrombophlebitis). The incidence of bilateral lower
limb superficial thrombophlebitis in patients with
malignancy however is unclear. As nearly one third
of the population in the 40–60 years age group have
varicose veins 1 it is not unreasonable to assume that
the presence of primary superficial varicosies in this
subgroup of the population is an incidental finding
rather than associated with their underlying condition.
In patients with cancer there is an increase tendency
to develop in situ venous thrombosis. This is con-
sidered to be secondary to alteration in Virchows triad
of thrombosis. Elevated levels of fibrinogen, cancer
procoagulant, activated protein C resistance and tissue
factor have been demonstrated. Endothelial cell
activation with TF, IL-1 and TNF production increase
the prothrombotic propensity of cancer patients.
Patients with extensive varicose veins will have
increased venous pooling in superficial veins,
increased venous hypertension in lower limb varicos-
ities and alteration in flow haemodynamics especially
at sites of valvular insufficiency such as the sapheno-
femoral junction. There are no epidemiological studies
available that have specifically addressed the impact
of intraabdominal malignancy on primary varicose
veins, however, animal studies have shown that
malignancy may indeed alter flow rates and increase
flow resistance.9,10 It is not unreasonable therefore to
suggest that this combination of cancer ‘procoagula-
tion’ and abnormal flow haemodynamics secondary to
superficial venous incompetence may lead to in situ
thrombosis.
We report these two cases that are characterised by
gross bilateral long saphenous venous incompetence
combined with a history of bilateral superficial lower
limb thrombophlebitis. We do not advocate the routine
screening of the multitude of patients that present with
primary varicose veins. However, as the presentation
of bilateral thrombophlebitis in association with
varicose veins is unusual, we conclude that these
particular patients should be screened for an under-
lying occult malignancy.
References
1 Laurikka J, Sisto T, Auvinen O, Tarkka M, Laara E, Hakama
M. Varicose veins in a Finnish population aged 40–60. J Epidemiol
Community Health 1994; 48(2): 212–213.
2 Bradbury A, Evans C, Allan P, Lee A, Ruckley CV, Fowkes
FGR. What are the symptoms of varicose veins? Edinburgh vein
study cross sectional population survey. BMJ 1999; 318: 353–356.
3 Trousseau A. Phlegmasia alba dolens, ed 2. In Clinique Medicale
de L’Hotel de Paris 3, Paris, France: Balliere, 1865.
4 Brand FN, Dannenberg AL, Abbott RD, Kannell WB. The
epidemiology of varicose veins: the Framingham study. Am J Prev
Med 1988; 4: 96–101.
5 Franks PJ, Wright DD, Moffatt CJ, Stirling J, Fletcher AE,
Bulpitt CJ et al. Prevalence of venous disease: a community
study in West London. Eur J Surg 1992; 158: 143–147.
6 Becker F. Superficial venous thrombosis of the lower limbs. Rev
Prat 1996; 46(10): 1225–1228.
7 Gillet JL, Perrin M, Cayman R. Superficial venous thrombosis
of the lower limbs: prospective analysis in 100 patients. J Mal Vasc
2001; 26(1): 16–22.
8 Sallah S, Wan JY, Nguyen NP. Venous thrombosis in patients
with solid tumors: determination of frequency and character-
istics. Thromb Haemost 2002; 87(4): 575–579.
9 Hori K, Suzuki M, Tanda S, Saito S. Characterisation of
heterogenous distribution of tumour blood flow in the rat. Jpn J
Cancer Res 1991; 82: 109–117.
10 Tufto I, Rofstad EK. Interstitial fluid pressure and capillary
diameter distribution in melanoma xenografts. Microvasc Res
1999; 58: 205–214.
Accepted 30 September 2003
Varicose Veins and Occult Malignancy: ‘Cave Vendor’ 53
EJVES Extra, 2003
